York County is the area immediately north of Metropolitan Toronto. It is an area with a rapid increase in population, approximately 125,000, and one in which a large percentage of the population commutes to Toronto to work. There are virtually no services for disturbed children, although in the City to the south treatment is available, but with a long waiting list. The Thistletown Hospital for Emotionally Disturbed Children operated by the Ontario Government is nearby, but is mostly a research centre and is making little impact on the demand for services at the present time. The privately operated Warrendale School for Girls is in the vicinity but lack of facilities and high cost put it out of reach for most parents. Consequently parents with a schizophrenic or severely emotionally disturbed child do not find treatment readily available, particularly if their ability to pay for treatment is limited.
In this paper we shall use the terms 'Severely Emotionally Disturbed' and 'Schizophrenic' quite loosely and interchangeably to denote a mental disorder of childhood characterized by a retardation or regression in emotional and intellectual development, of such a severity as to make the child unmanageable by the school or by the parents.
Our case material consists of nine preteenage children selected from a total number of approximately 150 children seen at the Clinic, as being those exhibiting the most severe symptoms. The selection was not based on the amount of work done with the parents, the cooperativeness of the family or the results achieved. Six of the children were boys, three girls.
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As an initial avenue of approach, it was decided to cull from our patients' files those children who presented similar problems of severe emotional disturbance, and then form a group of parents of these children whom we assumed could benefit collectively from each other's experiences. The parents of four of the children in the present material belonged to this group.
It was a strange experience indeed to begin work with this group for we found ourselves faced with much the same dilemma as the schizophrenic child presumably faces, of assuming that we were dealing with relatively normal parents. Indeed, these parents did appear normal on the surface until one began to run into contradictions and inconsistencies of much the same nature as Bateson and his school have described as "double bind" (1) .
It was originally thought that we could form a pressure group of these parents but we soon found it necessary, because of their disorganizational inner-direction and inability to empathise, to change our goal to that of group psychotherapy. For approximately eight months, on a weekly basis, the parents were seen by one member of the staff and the children by another concomitantly. At the .same time, a 'home instruction unit' was set up for one child who was not well enough to integrate into the school setting, and arrangements were made for another child to attend a private school for handicapped children, the Elizabeth Bigelow School at Inglewood, Ontario. A 'home instruction unit' is the term by which the law in Ontario provides the possibility for the school to give individual teaching in the home or in the school for a child who is mentally or physically handicapped.
In spite of the disorganization within the parents' groups which made it impossible to use it as a pressure group, there did gradually arise some measure of consensus within this group in as much as they decided that the greatest need for the children was for a summer camp. Although the idea of a summer camp was approved by the staff with some trepidation and resistance, a two-week camp for 19 children was organized during the summer of 1963. The camp, which has been described in the May, 1964, issue of Canada's Mental Health (6) proved a distinct success and showed that a camp can provide a useful tool in the total treatment for these children in the community.
Of the nine children discussed in the present paper, four attended this camp. The parents of the other five children declined for various reasons to accept the offer.
Gradually it became apparent to us that while no agencies existed which could wholly take over the care and treatment, it was indeed possible to treat these children if use were made of a total treatment approach combining pharmacotherapy, group therapy as well as individual counselling of the parents, play therapy with the child and milieutherapy. The latter included maintenance of a close liaison with the child's school so that at any time the teaching program best suited to the child's needs at the time could be developed. In addition, a close liaison was maintained with the Schools for Retarded Children, the Canadian Mental Health Association's local branch, the family physicians, the Public Health Nurses and the Elizabeth Bigelow School for Handicapped Children, so that the facilities of these agencies could be drawn on from time to time in helping the child.
The following case will illustrate this approach: 1) David was referred at the age of nine by his family physician but actually on the insistence of the public school who felt that they could no longer cope with his behaviour. David's father was a plumber. The mother was described as quite nervous by those who knew her. He had three younger siblings, all girls of average intelligence and average behaviour. David is said to have developed normally until the age of three, at which time the oldest of the siblings was born. He began kindergarten at the age of five and the teacher's report at that time stated: "David appears to be about two years retarded. He wants to join in but is confused. He has shown some progress". Next year it is stated in part that he went his own way about everything, e.g. he would not remove his outer clothing etc., and also that he found it most difficult to communicate verbally. At the age of six, he was seen at a child guidance clinic and apparently the parents were told that he was retarded, but they found this difficult to accept and were resentful of the doctor, feeling that he did not carryon a sufficiently complete investigation. It is said that his I.Q. was in the 60's at the time and he had specific difficulty in communication but was somewhat better with non-verbal aspects of tests. The following year, however, he was tried in Grade I but soon returned to Kindergarten with the following report: "David has shown some progress this year, however, he has not changed a great deal. He will not attempt work at his own level. He is able to count to five but he does not know his colours, he is always very stubborn when caught, very restless and not ready for Grade I work". When he was eight years old, he was again tried in Grade I with no success and was then transferred to an Opportunity Class where he appeared to have difficulties adjusting but gradually settled down. The school report here states, "several of David's paintings this year have had recognizable objects in them, aeroplanes, sun, mother, etc., which did not appear in earlier parts of the school year. He likes to sit in on stories and movies and he can repeat the story. If David volunteers to do a job, he does it well but if he is given a job, he isn't so keen. He often volunteers to count or tell a number he has seen on the page but if asked, he has no answer. Discipline is much improved from the beginning of the year but one must be firm and win the argument." This little boy was originally seen in intensive play-therapy while his parents were seen in the parents' group already mentioned. However, he made very little progress until he was removed from his home and placed in the home for handicapped children already mentioned. There he has continued to improve. Far from being retarded, he has proven himself of above average intelligence and has a great ability to pick up information on his own, while he still resents force and his chief defence remains that of withdrawal. At the time of the present writing David is still not ready to return to a normal classroom setting but the School Board is considering setting up a small special class for David and a few children like him.
This case illustrates the problems in diagnosis. Almost all the children had been considered retarded before being referred to the Clinic. Some had been only so diagnosed by the schools but many also by the family physician and a few, as David, had been diagnosed retarded by a specialized centre. In our experience, the one who most expertly could pick out these children was the Principal of the School for Severely Retarded Children, who had several of these children in her school where they had originally been admitted 'mis-diagnosed' but had been allowed to remain for lack of more appropriate placement. The term 'schizophrenogenic mother' 'has become widely used in recent literature. We found little evidence that the mother was more pathological than the father but it is perhaps true that the mother has a closer relationship with the young child and therefore is more likely to transfer her pathology than the father.
In six out of the nine cases here presented, we found the marital adjustment to be very poor or marginal. But it is significant that in every single case this fact was covered up by the parent who initially brought the child to the Clinic and was unnoticed by the referral agency. They would answer routine questions about marital relationship with phrases like "fine", and only much later would reveal severe pathology. This is of course not a new finding but corroborates those of other authors. Thus Tietze found that nine out of 25 marriages of parents of schizophrenics which were described as 'perfect', were later found to be otherwise (9) . Bowen describes the parents in this type of family as experiencing "emotional divorce" (2). Wynne uses the term 'pseudo-mutuality' to describe the difficulties family members have with each other (10).
One of our cases actually ended in open separation.
2) This was the case of Debbie who was initially referred at the age of five because she had been found, after a few months in kindergarten, to be extremely shy and withdrawn. The parents brought the girl to the Clinic at the school's insistence but denied that a problem existed and later, when this became impossible, they continued to minimize the problem. The father was a salesman, heavy set, on the surface an extremely outgoing man, who had initially been the driving force in the parents' group and who would ward off any complaints with a sweeping movement of the hands, stating that he was the same way when he went to Public School. Soon however, he began to complain about his wife who was he said, too introverted for an outgoing and well-adjusted man like he was. This complaint appeared well motivated since his wife made no attempt to defend herself against the charges but instead, withdrew completely.
He then attempted to solicit the therapist's support for the idea that the solution to his daughter's problem was for him to separate and get custody of the child. He appeared unwilling to make this decision himself and even when he finally did leave, did so with remarks about it being "for a while" which left him with the door open to return, but which also left his wife confused about which decision he had made. Adding to this confusion was the disparity between the anger and selfishness on the one hand and kindness and concern for the welfare for his family on the other, which both seemed to motivate his decision. She did not ask him to clarify the confusion. It is difficult to know whether it was her childhood or her marriage that had taught her that this was futile.
Our findings thus confirmed those of McGhie and other authors who have found that "the frequency of marital disharmony in the home of the schizo-Vol. 10 
phrenic patient is clearly evident ... and is in accordance with previous findings. The most common criticism made by the mothers in the present study regarding the patient's father is that he is of a weak character lacking masculine forcefulness and ambition. It is of interest to note that the mother tends to level exactly the same criticism at her own father. The object choice of the mother tends to be an individual who, in his passiveness and acceptance of feminine domination is allied in nature to her own father . . . this suggestion is given further support by the observation that the mother frequently marries a man some years her senior" (7) . When we, at an advanced point in our studies, came across Ross' "Case report on a schizophrenic child and his mother", we found this a typical description of our experiences. He describes a five-year eleven -months -old child, who was brought to the Child Guidance Clinic by a mother who initially appeared to be quite healthy and mature but who, as therapy progressed, came to appear to be very far from healthy indeed, and they finally described her as "a cold, distant, immature, narcissistic person who lacks an understanding of the feelings and emotional needs of the child and is basically rejecting, detached and punitive" (8) .
Our table shows, in a diagrammatic form, how community involvement and 'total treatment' was accomplished. In addition some of the social factors of possible significance are shown.
The table shows how the general practitioner was an active factor in the treatment in every single case and the public health nurse in seven out of the nine cases. None of the children were wards of the Children's Aid Society, but the Society became involved in giving temporary assistance to two cases. The local branch of the Canadian Mental Health Association, feeling keenly involved in the Clinic's program (5) , assisted five of the nine families financially, either sending the child to the Camp or to the Elizabeth Bigelow Home for Handicapped Children, previously mentioned. The next column shows how four of the families were the original parents formed as a pressure group. The other families were admitted to the Clinic later in the project. Seven of the nine children attended our play therapy group and four attended the summer camp. In six cases the Elementary School which the child attended was involved and two-way communication between the School and the Clinic facilitated the development of a special educational program for the child.
The School for the Retarded Children was involved in three cases. In one of these, the case of Robert, the child was moved from the Retarded School to a 'home instruction unit' sponsored by the Elementary School, when his was found to be a 'pseudo retardation' only. Robert did respond to this change, Ibut when it could not be continued for the necessary length of time, he was ultimately moved to the Elizabeth Bigelow School for Handicapped Children, where individual teaching by qualified staff was available. So was David, as already mentioned.
The significance of the fact that four families were recent immigrants is interesting to speculate about. The culture and language change may have contributed directly to the child's confusion but perhaps it is more likely that immigration should be seen as a symptom of the parents' unrest, dissatisfaction and instability.
Grouped according to Hollingshead and Redlich's classification of social groups (3), three families fell into group four and five into group five. This may or may not be significant for, as already mentioned, some of those belonging to a higher social class, might have found it much easier to obtain treatment for a fee elsewhere.
The following column shows that in six cases various ataraxic drugs were used concomitantly with other therapy to modify behaviour.
In not a single case could the marital adjustment of the parents be described as 'perfect' or even 'fine', as they had tended to make us believe. Our Social Worker called it barely adequate in three cases and poor in six cases, including the one that broke up while under treatment.
Our final column shows the ill child's place in the sibline! It may be noteworthy, in view of some reports in the literature, to mention that no case of parental deprivation through separation or death was represented in our group.
The children did of course not always improve as the result of contact with the Clinic. One of the cases where our approach failed might be of interest:
3) Mary came to the Clinic at the age of seven while she was attending the School for Retarded Children, but not accomplishing anything there. She was completely uncommunicative yet there was a discrepancy between the low level on which she functioned verbally and her ability to complete fairly complicated tasks. In play therapy she did little but circle around with continuous, animal like sounds. She was disinterested in toys except plasticine which she would first chew, then spread around the room in small pieces. Mary was the oldest of three children of German immigrants. They spoke German at home and the mother apparently knew no other language. They had made little attempt to integrate into Canadian culture and one gained the impression that they would be cultural misfits, even in their native country. The father's feeling towards his wife were extremely primitive and he kept her in subjection to him. The public health nurse never succeeded in gaining entrance to the house. When she came the mother would hide and the father would subsequently cover up for her by explaining that she was unable to understand English and therefore had thought that the nurse was someone from the Children's Aid Society coming to take Mary away. We were suspicious that the mother was psychotic but because of the language difficulties and the manner in which the father always covered up for her, this was never definitely confirmed. Because of the language difficulties and Vol. 10, No.5
because the family rejected their community and in turn were rejected by them, we did not find it possible to develop total treatment in this case. Mary did attend the play therapy group and also for a while individual play therapy but without the other aspect of the treatment this accomplished little. The family dropped out of treatment but it is interesting that, despite their expressed fear that the Children's Aid Society might take Mary away, they came back after a while to request help to have Mary admitted to an institution for retarded children. Since we could offer no alternative, we complied with this request.
Discussion
It is becoming increasingly apparent why the age old question of nature versus nurture cannot be answered. The parent is primarily reacting to inherent personality factors within the child in such a way as to encourage, perhaps almost force a psychotic adjustment. The parent in turn is doing this because of her parents' reaction to her own inherent personality traits a generation back, and so on. In this sense, there is perhaps little difference between adult and childhood schizophrenia. It is however apparent that other very radical differences exist, firstly, the 'patient who develops a severe emotional disorder at 'a young age has no previous experience of normality to draw from in his attempt to adjust. One could speak of the childhood psychosis as being a primary psychosis as compared to the secondary psychosis of adolescence or adulthood. Secondly, the psychotic child even if he recovers, often remains crippled for life because the crucial period of schooling has been passed by.
We found in our work with so-called schizophrenic children, as in our previous work with "Five Psychotic Siblings" (4) that psychological, constitutional and biochemical factors are interwoven in a way so that the one does not exclude the other. Each not only makes a contribution towards the end result in its own right, but also modifies the other throughout the course of the disorder.
Summary
The paper has discussed the development of treatment services for severely emotionally disturbed children by an outpatient Mental Health Clinic adopting an approach which may be illustrated by such modern key-words as 'Community Psychiatry', 'Total approach', 'Therapy in Crisis' and 'Family Therapy'.
Basically, the approach we used has included:
1. The setting up of a special educational program for the child in close collaboration with school authorities. The details of such a program will vary with local legislation.
2.
A program of intensive psychiatric treatment or play therapy with the child and with the parents individually, and in groups.
A program of instruction or coun-
selling the parents in how to meet the special needs and problems in caring for their 'exceptional' child. This counselling was conducted on a group basis. 4. The intelligent but aggressive use of all other resources within the community, which might be able and willing to structure themselves to meet the child's needs.
We do not pretend that we have offered ideal therapy. We do want to suggest that the lack of facilities for treatment of this psychiatric category, which exists almost everywhere, gives us no excuse to despair or give up. We submit that it is possible to offer a very real help in these cases by the intelligent and aggressive use of all the resources existing within the Community. The nature of the available facilities will vary but almost everywhere there are resources which are able and willing to structure themselves to meet some of the child's needs, if encouraged to do so. The Community Psychiatric Clinic is in a unique position to encourage and develop this.
